We carefully reviewed your study again for a detailed explanation of the methods used. 2 As stated in your publication, "Patients scheduled for cardiac surgery were randomly assigned to receive polyurethane (PU) (Sealguard; Covidien, Mansfi eld, MA) or a standard polyvinyl chloride (PVC; Mallinckrodt Inc, Hazelwood, MO), high volume, low-pressure cuffed endotracheal tube (ETT) at induction of anesthesia." 2 Your correspondence on our article suggests that the Sealguard ETT used in your study was a barrel-shaped polyurethane cuffed ETT, which is different from the tapered-shaped polyurethane product featured on the company's website using the specifi c trademarked name described in your study, accessed by us in spring 2011 and reconfi rmed at the time of this writing in July 2012. 3 In addition, the online product description references the ETT studied by Lorente et al 4 , 5 as a tapered PU cuff as well. The specifi c description of the shape of the ETT is not actually found in either your article 2 or that of Lorente et al, 4 suggesting an important limitation of the current literature. Future studies should describe in detail not only the material of the ETT and cuff but also the shape of the cuff. Therefore, we believe our review was
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To the Editor:
Thank you, Dr Poelaert, for your comments and your interest in our article. 1 We carefully reviewed your study again for a detailed explanation of the methods used. 2 As stated in your publication, "Patients scheduled for cardiac surgery were randomly assigned to receive polyurethane (PU) (Sealguard; Covidien, Mansfi eld, MA) or a standard polyvinyl chloride (PVC; Mallinckrodt Inc, Hazelwood, MO), high volume, low-pressure cuffed endotracheal tube (ETT) at induction of anesthesia." 2 Your correspondence on our article suggests that the Sealguard ETT used in your study was a barrel-shaped polyurethane cuffed ETT, which is different from the tapered-shaped polyurethane product featured on the company's website using the specifi c trademarked name described in your study, accessed by us in spring 2011 and reconfi rmed at the time of this writing in July 2012. 3 In addition, the online product description references the ETT studied by Lorente et al 4 , 5 as a tapered PU cuff as well. The specifi c description of the shape of the ETT is not actually found in either your article 2 or that of Lorente et al, 4 suggesting an important limitation of the current literature. Future studies should describe in detail not only the material of the ETT and cuff but also the shape of the cuff. Therefore, we believe our review was correct based on the information that was available to us at the time of writing the article. 
Development and Effi cacy of a 1-d Thoracic Ultrasound Training Course
To the Editor:
Thoracic ultrasound (TUS) improves the safety of pleural interventions, 1 -4 and guidelines strongly recommend that image guidance should be used for pleural fl uid procedures. 5 Adequately trained nonradiology physicians have a comparable safety profi le to radiologists and are increasingly undertaking TUS, 6 partially stimulated by physician training curricula that now require TUS skill acquisition in multiple specialties. 7 -10 Although several TUS qualifications exist (e-Table 1), a common requirement is the attendance of a training course to gain the essential background knowledge and skills.
Anticipating an increasing demand for TUS courses, the British Thoracic Society pleural diseases group set up a UK multicenter, 1-day theoretical and practical TUS course. Given a lack of data examining the appropriate TUS course format, we report a description and evaluation of the fi rst six consecutive courses.
Description and Evaluation of the Program
Twenty-four to 25 participants enrolled in each 1-day, not-forprofi t course. The teaching faculty comprised attending physicians (consultants) and fellows in pleural diseases and thoracic radiologists. The lectures covered pathologic conditions (including case-based discussions), ultrasound physics, governance, and machine care ( Table 1 ) . Practical sessions allowed scanning of patients with pleural diseases and homemade phantom-based stations that simulated pleural and lymph node intervention (e-Appendix 1). Of 146 participants, the distribution of seniority was 62% for specialist registrars or year 3 1 specialty trainees (senior residents and fellows), 26% for consultants and associate specialists (attending physicians), 10% for year 1 and 2 specialty trainees (junior residents), 1% for foundation year 1 and 2 physicians (interns), and 1% for nurses.
To assess acquisition of knowledge and image recognition skills, participants undertook a test based on ultrasound videos and images at the start and end of the course, using both multiple choice and free-text questions. Participants were also contacted a minimum of 3 months after the course to undertake a further test and were asked whether they had attained TUS accreditation locally.
Participant performance signifi cantly improved at the end of the course from a median of 53.8% (interquartile range [IQR], 46.2%-69.2%; n 5 119) to 84.6% (IQR, 76.9%-92.3%; n 5 129; P , .001) ( Fig 1 ) . Improvements Ն 3 months after the course were slightly less marked but were still signifi cant (median, 83.3%; IQR, 75.0%-91.7%; n 5 41; P , .001).
At least 3 months after the course, 30% of participants (16 of 53) had attained TUS accreditation, which was lower than expected given that 79% (42 of 53) had access to a ward-based ultrasound machine. The primary reason for failure to attain TUS accreditation was poor availability of local mentors. Supervision was provided by a variety of trainers, including 38% pulmonology consultants (attending physicians), 34% thoracic radiologists, 17% pulmonology registrars (residents), and 11% nonthoracic radiologists. 
Discussion
To our knowledge, this report presents the fi rst description and evaluation of a TUS course designed to meet the requirements of nonradiology physicians. A structured TUS course that covers theoretical knowledge and an introduction to patient scanning increases the standardization of training. Furthermore, the use of low-cost phantom stations (e-Appendix 1) introduces guided procedures and allows participants to develop psychomotor skills in a zero-risk environment.
The postcourse results show that completion of TUS accreditation remains problematic for some nonradiology physicians because of poor availability of local training mentors (partially a consequence of radiologists already being responsible for the supervision of their own trainees). These diffi culties should improve with time as more pulmonologists gain TUS accreditation and become able to supervise trainees. 
